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Epidemiologic Notes and Reports 





Poliomyelitis in Georgia 


Official statistics on poliomyelitis morbidity and mortality in Georgia have been 
maintained since 1926, showing 3 distinct epidemics before the introduction of vaccine 
in 1959. The last of these was the largest; it spanned more than ten years, peaking in 
1955 with 273 reported cases, yielding an incidence of 7.2 per 100,000. However, a 


Figure 1.Reported Poliomyelitis Cases in Georgia, 1926-1995 
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published report shows 355 cases and a 9.3 incidence rate for 1955, and is probably more 
accurate (J). In the 5 year period 1955-1959, official statistics show the average number 
of cases per year was 172, witha 
5.8% case fatality rate. In 1959 
experimental or pilot vaccination 
began with inactivated poliovirus 
vaccine (IPV), Salk vaccine, but ee Age 
this was not mass vaccination. pebeg ata aie 
Mass vaccination began with oral 4-6 
poliovirus vaccine (OPV), Sabin — 
vaccine, soon replacing IPV use 

entirely. 

A striking change in the 
magnitude of incidence (2 log 
decrease) is apparent after the 
introduction of vaccine, but 
sporadic cases of wild virus OP ge Te 
continued to-occur. However, : te a ae 
since the introduction of vaccine no polio fatalities have been recorded. 

Analysis of the age distribution of cases shows that almost 95% are 6 years of age or 
less, the bulk of them between the ages of | and 3 (Figure 2), in the classical pattern for 
polio before the transition to a more hygienic environment. 

Reported by: T Kutateladze, O Pirtskhalaishvili, N Dekanosidze, and P Imnadze, National Center 
for Disease Control. 


Figure 2. Reported Poliomyelitis by Age Group, 1961-1995 
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Editorial Note: Poliomyelitis is an acute viral infection with severity ranging from 
inapparent infection (no symptoms at all) through the following: an apparently 
nonspecific febrile illness, aseptic meningitis, paralytic disease and death. Symptoms of 
polio as a “minor illness” include fever, malaise, headache, nausea and vomiting. If the 
disease progresses, severe muscle pain and stiffness of neck and back with or without 
flaccid paralysis may occur. If paralysis of muscles of respiration and swallowing occur, 
the illness becomes life threatening. Which muscle groups are affected depends upon the 
location of nerve cell destruction in the spinal cord or brain stem, but is characteristically 
asymmetrical. Case fatality rates for paralytic cases have varied from 2 to 10% in 
different epidemics and have increased markedly with age. Further muscle weakness 
may occur many years after recovery from the acute attack and is not the result of viral 
persistence. For every paralytic case there are usually hundreds of "minor. illnesses" and 
inapparent infections, especially among young people. 

Paralytic poliomyelitis can usually be recognized on clinical eens but can also be 
confused with post-infectious polyneuritis and many other paralytic conditions (e.g., 
enterovirus types 70 and 71, infection with many coxcackieviruses, tick-bite paralysis, 
and Guillain-Barré syndrome). 

Nonparalytic poliomyelitis can look exactly like other forms of acute nonbacterial 
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meningitis, purulent meningitis, brain abscess, tuberculous meningitis, leptospirosis. 
lymphocytic choriomeningitis, infectious mononucleosis, and many encephalitides anc 
toxic encephalopathies. 

The infectious agent is Poliovirus (genus Enterovirus) types 1, 2, and 3. Type 1 most 
frequently causes epidemics. Laboratory diagnosis is made by virus isolation from fecal 
material or oropharyngeal secretions. Virus isolation was begun in Georgia in the 
1960's, but is currently unavailable. Nonetheless we know that the most recently 
documented strains were wild viruses that were also circulating on the Arabian Peninsula 
and in Israel (2). Neutralizing antibodies may already be present when paralysis 
develops so that significant titer rises may not be demonstrable in paired sera (acute and 
convalescent). Also, virus isolation from fecal material without antibody rise may occur, 
implying carriage rather than acute infection. — 

Before large scale vaccination programs were carried out, the highest incidence of 
Clinically recognized disease was in temperate zones and in the more developed 
countries. Cases occurred sporadically and in epidemics, more commonly in summer 
and autumn, but often with variation from year to year and from one place to another. 
Characteristically, polio is a disease of children and adolescents. Improvement of living 
standards (better hygiene and sanitation) has resulted in the emergence of paralytic cases 
in older individuals who did not acquire immunizing infections in childhood. 

Among children with paralytic poliomyelitis in Georgia in 1990, 73% were not 
vaccinated and the rest only partially vaccinated, according to existing records. The 
National Immunization Program policies for vaccination have been modernized to be 
consistent with such programs in the West. However, an artificially long list of 
"contraindications” to vaccination was standard practice in Georgia as well as the rest of 
the former Soviet Union for many years. Furthermore, as DTP and polio were 
administered together, a contraindication to pertussis often resulted in no vaccine given 
at all. Today, these old practices are continued by an unknown but large number of 
doctors whose professional education seems to have stopped some time ago. This is a 
very profound problem, to be addressed with new licensing standards for doctors. 

Serious consideration needs to be given to making “acute flaccid paralysis” (AFP) a 
reportable condition in Georgia, as many countries have already done (3). Monitoring 
AFP cases is the best tool to assure the detection of paralytic poliomyelitis cases. 
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National Immunization Days: 
April 8-12 and May 15-19 


In 1988, The World Health Organization (WHO) established as an objective the global 
eradication of poliomyelitis by the year 2000 (1). Progress toward this goal has included: 
« the elimination of endemic polio from the Western Hemisphere, 

e amore than 70% decrease in reported polio throughout the world since 1988, 

¢ and the adoption of proven strategies by many countries where polio is endemic. 
One of the best and most successful strategies for polio elimination is the conduct of 
National Immunization Days (NIDs). These are mass campaigns over a short period 
(days to few weeks) in which two doses of oral poliovirus vaccine (OPV) are 
administered to all children in the target group, regardless of prior vaccination history, 
with an interval of 4-6 weeks between doses. Although only 15 endemic countries 
conducted NIDs in 1988, by March of 1995, 61 endemic countries had either sai 
conducted or were planning to conduct NIDs (J). 

Another strategy is to conduct NIDs at approximately the same time in as many 
contiguous countries as possible. This maximizes the displacement of Semen wild 
poliovirus strains by vaccine strains. 

Georgia joined with 17 other countries last year, covering a swath from the 
Mediterranean through the Caucasus and into Central Asia (2). This effort had major 
support from UNICEF, WHO, and Rotary International. As had previously been 
mediated in countries with internal conflicts or civil wars in the Americas and the 
Philippines, arrangements to curtail hostilities were made in these 18 countries with 
dramatically different political systems, economic organization, cultures and religion. 
The adjoining countries are European (Armenia, Azerbaijan, Bulgaria, Georgia, and 
Turkey), Central Asian (Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, and 
Uzbekistan), South Asian (Pakistan), and Middle Eastern cas Iran, Iraq, 
Jordan, Lebanon, Syria, and one national identity: Palestine). | 

Approximately 56 million children less than 5 years of age were given two doses of 
OPV in this coordinated effort, one of the largest public health events in history. In 
Georgia, 401,299 children (98.7% of the target) were given OPV: 1 in the first round 
(April 3-7), and 363,569 (94.5%) in the second (May 15-19). ee 

This year, in addition to UNICEF and WHO, the Swiss Gaveniiienl has becoiie a 
donor and the target age group is children less than 4 years of age. The 1996 first round 
National Immunization Days in Georgia are April 8-12; the second round is May 13-17. 

An important reminder: the normal dose for Soviet OPV was 4 drops but the correct 
dose for the OPV in use today is only 2 drops. 
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Visceral Leishmaniasis in Georgia: 
Recent Case Reports and Public Health Implications 


Case 1: On February 22, 1996 a 10 month old boy from Tbilisi was admitted tc 
Children’s Hospital #2 with hepatosplenomegaly and a 5 week history of intermitten 
fever (36.5-38.5°C), pallor, weakness, loss of appetite, and lethargy. Laboratory 
examination at admission showed hemoglobin - 34 g/l, erythrocytes - 1.4x10'2/1, and 
leukocytes - 3x10°/1 with a normal differential (including reticulocytes - 6%) and ESR - 
78mm/hour. Bone marrow showed intracellular inclusions consistent with Leishmania 
spp. in large numbers. After 3 transfusions of packed cells the hemoglobin level 
improved to 68g/l on March 5. The patient was transferred to the Institute of 
Parasitology and Tropical Medicine for specific treatment with anti-leishmania antimony 
compounds. Temperature returned to normal within 4 days and some reduction of 
hepatosplenomagaly was noted at 2 weeks. However, because of persistent anemia and 
severe weakness plus episodic vomiting, the patient was transferred back to the original 
hospital on March 22 for possible further treatment transfusion and follow up. 

Case 2: On March 13, 1996 a 17 month old boy from Tbilisi was transferred to the 
Institute of Parasitology and Tropical Medicine from Children’s Republican Hospital with 
hepatosplenomegaly and a 5 week history of intermittent fever (36.5-40°C), weakness 
and pallor. Prior to this the boy was in two other hospitals with no definite diagnosis until 
some intracelular inclusions consistent with Leishmania spp. were found in a bone 
marrow aspirate by the Institute of Hematology. Laboratory results from the next day 
showed hemoglobin - 47g/I, erythrocytes - 3.3x10'/1, leukocytes - 6.4x10°/l, with no 
eosinophils and 10% thrombocytes. After the initiation of specific anti- leishmania 
treatment with Pentostam, the general condition improved, body temperature returned 
to normal within one week and hepatosplenomegaly significantly reduced within 18 days. 


Since the beginning of this decade 76 cases of visceral leishmaniasis acquired in 
Georgia have been diagnosed and treated by staff of the Institute of Parasitology and 
Tropical Medicine. Of these, 86.8% have been children less than 5 years of age. 


Table 1. Reported Cases of Visceral Leishmaniasis, by Place of Acquisition, 1990-1996* 


Raion/City 1990 1991 1992 1993 1994 1995 1996 Total 
Boinisi 3 11 
Gardabani 2 5 
Lagodekhi 1 
Marmeuli 6 4 10 34 
Tbilisi 3 3 13 
Rustavi 2 3 12 
Total 12 12 19 76 


1996 data through March 15. 
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Visceral Leishmaniasis - Continued 

Reported by: O Zenaishvili, Institute of Parasitology and Tropical Medicine, G Namoradze, Tbilisi 
City SanEpi Station, and P Imnadze, National Center for Disease Control. 

Editorial Note: The term leishmaniasis encompasses a spectrum of clinical syndromes 
caused by a biologically diverse group of obligate intracellular protozoal parasites of the 
genus Leishmania (1). The three major clinical syndromes in humans are visceral, 
cutaneous, and mucosal leishmaniasis. Visceral leishmaniasis (VL) typically is caused 
by organisms of the Leishmania donovani species complex: L. donovani (e.g., India, East 
Africa), L. infantum (e.g., southern Europe, North Africa, Middle East, China), and L. 
chagasi (the Americas). VL is a chronic systemic disease resulting from intracellular 
multiplication of the parasite in visceral organs. Transmission is through a specific insect 
vector, i.e., via the bite of infected phlebotomine sandflies. 

The disease 1s characterized by fever, hepatosplenomegaly, lymphadenopathy, anemia 
with leukopenia, and progressive emaciation and weakness. Untreated it is usually fatal. 

VL is mostly a rural disease of some tropical and semitropical areas, occurring in 
discrete foci throughout its range. In many affected areas it occurs as scattered cases 
among infants and children, but occasionally in epidemic waves. Incidence is modified 
by the use of antimalarial insecticides which affect the vector sandfly population (2). 

Known or presumed reservoirs include man, wild and domestic members of the dog 
family (Canidae, e.g. jackals, foxes, etc.) and rodents. Where dog populations have 
been drastically reduced, human disease has also been reduced (2). 

Pentavalent antimonial compounds continue to be the mainstay of treatment for all 
forms of leishmaniasis, as they have been for the last 50 years (3, 4). In cases of VL 
they are life-saving. Prior to the breakup of the Soviet Union, Solusurmin, an antimony 
compond from a single factory in Riga, Latvia was used for treating leishmaniasis 
throughout the USSR, but this is no longer available in Georgia. The two compounds 
in use today in the West are sodium stibogiuconate (Pentostam; Wellcome Foundation, 
United Kingdom) and meglumine antimonate (Glucantime; Rhéne Poulenc, France). A 
small supply of Glucantime was donated in 1994, but there was none left when the first 
of two cases herein described was diagnosed. Pentostam was supplied by the Drug 
Service of the US Centers for Disease Control and Prevention (CDC) on an urgent basis, 
whose assistance is gratefully acknowledged. : . 

The current lack of a reliable supply is cause for much concern, as treatment for this 
disease is often a medical emergency, as was the situation for the recent cases reported 
here. Following discussions in the Department of Public Health of the Ministry of 
Health, arrangements are now underway to secure this. 

Though no cases of VL were reported from Tbilisi prior to 1990, it now appears that 
a new focus of transmission has been established. Twelve of the 13 cases from Tbilisi 
are in children from Bagebi, Vashlijvari, and Mtatsminda, largely from the area 
surrounding Vera Cemetery in the city outskirts. Jackals, foxes, and many domestic 
dogs gone wild are said to inhabit this area. 


sc lt ad 
. Leishmaniasis. Neva F. Sachs D. Tropical and Geooraphical Medicine. Warren KA, Mahmoud 


Vol. ‘No. 3 Epidemiology Bulletin 51 


Visceral Leishmaniasis - Continued 
AAF, 2nd Ed. 1990;296-308. 
2. American Public Health Association. Control of Communicable Diseases in Man. 15th Ed. 


1990;238-243. 
3. Recommendations for Treating Leishmaniasis with Sodium Stibogluconate eT and 
Review of Pertinent Clical Studies. Herwaldt BL, Berman JD. Am J Trop Med Hyg 


1992:46:296-306. 
4. Chemotherapy for Leishmaniasis: Biochemical Mechanisms, Clinical Efficacy, and Future 
Strategies. Berman JD. Rev Infect Dis 1988; 10:560-586. 


National Tuberculosis Program Summary 


Tuberculosis (TB) is now recognized to be-a serious and growing public health 
problem in Georgia (7). However, any delay in coming to grips with this problem is apt 
to become quite costly in every imaginable way; a TB epidemic has very different 
implications from the other infectious disease problems currently competing for our 
scarce resources. True, TB is a well-known disease with which mankind has struggled 
since ancient times. But, the reality of Georgia's circumstances today make it especially 
dangerous for us to ignore this epidemic or for our society be even slightly indifferent 
to it. 

e Drug resistance (documented elsewhere in the world) has emerged to the point where 
there are now some strains of the causative organism, Mycobacterium tuberculosis, 
for which there are no effective antibiotics. This has translated to progressive disease 
and inevitable death for those unfortunates so infected (2). 

e For very many reasons, no testing for drug resistance, systematic or otherwise, has 
been done in Georgia since independence. As a result, we are blind. If there are 
drug resistant cases of TB today in Georgia we do not know, let alone how many and 
where they might be. 

¢ Because of our economic situation, we are totally dependent on external aid for 
diagnostic materials and drugs for treatment. But TB is a very difficult disease to 
manage and control in the best of circumstances. And the reporting and information 
system that is essential for this, and which should function as well as for documenting 
our material needs, has broken down completely. 

Further, people cannot significantly reduce their risk of getting TB through education and 

behavior modification. Whereas to escape diphtheria and polio, we can educate people 

to be vaccinated. To elude most food-borne diseases, proper hygiene and sanitation are 
an excellent barrier to infection. To prevent HIV infection and AIDS, the screening of 
blood for transfusion (very, very good), the use of latex condoms (good) and mutually 
faithful monogamy (much better) have shown reliable results. But we have no good 
primary prevention tools against TB. Just breathing is a risk factor, if the air has been 
contaminated by a person with active pulmonary TB. And though there is a vaccine 
(BCG), and we know it to be effective against TB meningitis in children, its effectiveness 
against pulmonary TB has proved variable, often poor, and much less certain (3). 


52 Epidemiology Bulletin March, 1996 


National TB Program - Continued | 

Thus, finding our active cases and making sure that they are quickly and effectively 
treated to become noninfectious becomes a high priority for the medical establishment 
in Georgia. Of course, most doctors and nurses will recognize this as "just good 
medicine” - treating the already sick. But today in Georgia this is also a public health 
emergency - preventing the further transmission of TB when the existing disease burden 
and the potential for spread are already massive. Add to this the possibility for drug 
resistance and even the least medically educated of our elected officials will understand 
why the current TB situation so alarms our knowledgeable public health people. 

The treatment of TB is highly complex. Published below is treatment information 
from the Georgian TB Program based on the WHO recomendations, which should serve 
to help our clinicians deal with the majority of TB cases. An excellent and more detailed 
guide to the clinical management of TB is currently available in English (4), is now being 
translated into Georgian and will soon be issued as a supplement to the Epidemiology 
Bulletin. 

Current activities and treatment schedules of the National Tuberculosis Program are 
herewith summarized (for pulmonary TB only). Adult and pediatric patients are 
considered separately. Treatment is divided into two phases, Initial Phase (IP), inpatient 
or outpatient, and Continuation Phase (CP), outpatient only. According to the category 
of disease (severity), both phases have variable drug dosages and treatment duration. 
The following abbreviations and definitions are used: 


H Isoniazid 

R Rifampin 

Z Pyrazinamide 

E Ethambutol 

S Streptomycin oe | 

CBC Complete blood count (includes white cells, red cells, platelets, erythrocyte 
sedimentation rate). 

ALT Alanine aminotransferase 

AST Aspartate aminotransferase 


Category I Severe forms of newly identified pulmonary TB, with acid-fast bacilli 
demonstrated in stained smears, and radiological evidence of tissue destruction, 
or severe cases of extrapulmonary TB. . 

Category II Relapse cases, or interrupted or unsuccessful treatment. 

Category II Mild forms of newly identified TB, all types. 

Category IV _ Definition: chronic TB - irreversible lung damage. 


Adult Patients: 
Category I: 


Activities: Microscopic examination of sputum (9 specimens); 3 specimens upon 
initial visit, plus 2 specimens upon completion of IP, plus 2 specimens 
twice during CP. 


Chest x-ray (PA view only, 3 films); once upon initial visit, plus a 
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National TB Program - Continued 
second upon completion of IP, plus a third upon completion of CP. 


CBC (3 specimens); once upon start of IP, plus a second upon 
completion of IP, plus a third upon completion of CP. 


Hepatic enzymes level (AST, ALT); once upon start of IP. 
Urinalysis; once upon start of IP. 

Treatment: IP lasts for two months, HRZE given daily by weight (Table 1). 
CP lasts for three months, HRE given 3 times a week (Table 1). 


If treatment is unsuccessful at the end of IP, as evidenced by microscopic examination 
of sputum smear and/or x-ray examination, the patient receives an additional 30 days of 
treatment using the IP dosage, and is then reevaluated. If treatment still continues to be 
unsuccessful, the patient is sent to the Institute of Phthisiology and Pulmonology or TB 
hospitals by raional TB facilities. 


Table 2. Adult Treatment Regimen for Category I Patients 


Patient's initial Phase Continuation Phase 
weight (drugs are given daily) (drugs 3 x per week) 
(kg) 
tsoniazid Rifampin Pyrazinamide Ethambuto Isoniazid Rifampin Ethambutc 
(mg) (mg) (mg) (mg) (mg) (mg) (mg) 
<33 200 300 1000 800 200 300 800 
33-50 300 450 1500 800 300 450 1200 
>50 300 600 2000 1200 400 600 1600 
Category II: 
Activities: Microscopic examination of sputum (11 specimens); 3 specimens upon 
initial visit, plus 2 specimens twice during IP, plus 2 specimens twice 
during CP. 


Chest x-ray (PA view only, 3 films); once upon initial visit, plus a 
second upon completion of IP, plus a third upon completion of CP. 


CBC (4 specimens); once upon start of IP, plus a second upon 
completion of IP, plus twice during CP. 


Hepatic enzymes level (AST, ALT); once upon start of IP. 


54 Evidemiology Bulletin March, 1996 


National TB Program - Continued 
Urinalysis; once upon start of IP. 


EKG; once upon start of IP. 


Treatment: IP lasts 3 months; same dosage schedule as Table 1, but add 
streptomycin daily for first 2 months (500 mg daily for patients 
weighing less than 33 kg, 1000 mg daily if 33 kg or more). 

CP lasts 5 months; same dosage schedule as Table 1. 


If treatment is unsuccessful at the end of IP, as evidenced by microscopic examination 
of sputum smear and/or x-ray examination, the patient receives an additional 30 days of 
treatment using the IP dosage, and is then reevaluated. If treatment still continues to be 
unsuccessful, the patient is sent to the Institute of Phthisiology and Pulmonology or TB 
hospitals by raional TB facilities. 


Category III: 


Activities: Microscopic examination of sputum (7 specimens); 3 specimens upon 
initial visit, plus 2 specimens upon completion of IP, plus 2 specimens 
upon completion of CP. 


Chest x-ray (PA view only, 3 films); once upon initial visit, plus a 
second upon completion of IP, plus a third upon completion of CP. 


CBC (3 specimens); once upon start of IP, plus a second upon 
completion of IP, plus a third upon completion of CP. 


Hepatic enzymes level (AST, ALT); once upon start of IP. 
Urinalysis; once upon start of IP. 


Treatment: IP - HRZ daily for 2 months. 
CP - HR 3 times a week for 2 months. — 
Doses of drugs are the same as for category [ patients. 
In case of unsuccessful treatment in the end of IP (data of bacterioscopy and X-ray 
examination) patient will receive additional IP treatment for 30 days. In case of 
failure of additional IP patient must be sent to Institute of Phthisiology and 
Pulmonology or TB hospitals by raional TB facilities. 


Category IV: 
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Activities: Chest x-ray (PA view only) and microscopic examination of sputum (3 
specimens, once yearly) for ongoing monitoring. 
Treatment: Isoniazid (300 mg daily) continuous, for life. 


Pediatric Patients: 
Category I: 
Group I: 


Definition: severe forms of pulmonary TB with complications ( bronchoadenitis, 
etc.). 


Activities: Mantoux tuberculin skin test (0.1 m! of 5 IU PPp tuberculin); once 
upon imitial visit. 
Bacteriologic culture of sputum and drug susceptibility testing; 1 
specimen upon start of IP. 
Microscopic examination of sputum (3 specimens); 3 specimens upon 
start of IP. 
Chest x-ray (PA view only, 5 films): once upon initial visit, plus 2 
during IP, plus 2 during CP. 
Chest tomogram (2 films); once upon start of IP, plus second upon 
completion of IP. 
Bronchoscopy; once upon start of IP, plus second upon completion of 
IP. 
CBC (6 specimens); once upon start of IP, 3 times monthly during 
IP, twice during CP. 
Hepatic enzymes level (AST, ALT): once upon start of IP, second 
during IP. 


Urinalysis ( 4 specimens); once upon start of IP, 3 times monthly 
during IP. 


Treatment: IP lasts for three months; isoniazid (200 mg), rifampin (300 mg), 
pyrazinamide (1000 mg) are given daily, streptomycin (1000 mg) 
daily for first month. 


CP lasts four months; isoniazid (200 mg), rifampin (300 mg) are given 
three times per week. 


Group II: 
Definition: severe forms of pulmonary TB without complications. 


Activities: Mantoux tuberculin skin test (0.1 ml of 5 IU PPD tuberculin); once 
upon initial visit. 


Microscopic ex4{mination of sputum (3 specimens); 3 specimens upon 
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Table 3. Reporting Units of the Ministry of Health, Republic of Georgia, with Official Population 
Statistics as of 01 January, 1994, including Internally Displaced Persons 


Figure 3. Reporting Units* of the Ministry of Health, Republic of Georgia (n=73) 








1 Abasha 35,754 44 Martvili 56,120 
2 Adigeni 22,070 45 Mestia 20,200 
3 Akhaigori 11,741 46 Mtskheta 67,500 
4 Akhalkalaki 70,983 47 Ninotsminda 36,872 
5 Akhaitsikhe 54,594 48 Ochamchire ' 76,500 
* Reporting Units are a mixture of towns, 6 Akhmeta 44,280 49 Oni 13,285 
raions, zones, and the capital city. 7 Ambrolauri 17,795 50 Ozurgeti 92.800 
) 8 Aspindza 13,773 51 Poti (town) 58,500 
9 Baghdadi 32,056 52 Rustavi (town) 160,300 
10 Batumi 140,797 53 Sachkhere 48,165 
11 Bolnisi 76,198 54 Sagarejo 62,720 
_ 12 Borjomi 43,880 55 Samtredia 7 71,370 
13 Chiatura Zone 71,130 56 Senaki .* 69,800 
ie 14 Chkhorotsku 40,868 57 Shuakhevi |” 19,300 
15 Chokhatauri 27,100 58 Sighnaghih 49,800 
16 Dedoplis Tskaro 36,262 59 Sukhumi! = SS 148,000 
17 Dmanisi 38,500 60 Thilisi (city) 7 1,323,749 
18 Dusheti 38,165 61 Telavi | 79,450 
19 Gagra ' 80,200 62 Terjoia . 45,053 
20 Gali’ 80,300 63 Tetri Tskaro 36,898 
21 Gardabani 124,400 64 Tianeti 15,827 
22 Gori (town and raion) 179,970 65 Tkibuli Zone 37,519 
23 Gudauta ' §5,000 66 Tsagen 19,300 
24 Gulripshi ' 57,200 67 Tsalenjikha 60,185 
25 Gurjaani 81,300 68 Tsalka 44,305 
Figure 4. 1994 Population Map (1 dot=200 people) 26 aia” 7,600 69 Loecange Zone 89,008 
27 Kareli 64,106 70 Tskhinvali ? 41,500 
28 Kaspi 56,990 71 Vani 38,790 
29 Kazbegi 6,207 72 Zestaponi 78,910 
30 Keda 19,900 73 Zugdidi (town and raion) 170,500 
31 Kharagauli 28,841 
32 Khashuri 71,350 TOTAL 5,711,553 
33 Khelvachauri 90,429 
34 Khobi 50,816 
35 Khoni 38,521 
36 Khulo 34,800 Abkhazeti data relate to 1991: quoted in Human 
2 Kote a a 
38 Kutaisi (town) 257,000 
39 Kvareli 44.153 former South Ossetia data from 1993: State 
40 Lagodekhi 54,316 Committee for Statistics and Demography. 
Included with Tskhinvali raion are 3 disparate 
41 Lanchkhuti 42,860 Georgian communities (Kurta, Eredvi, and 
42 Lentekhi 11,200 Aynevi) whose population is 20,500. 


43 Mameuli 126,660 
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National TB Program- Continued 
start of IP. 


Chest x-ray (PA view only, 3 films); once upon initial visit, plus 
second upon completion of IP, plus 1 upon completion of CP. 


Chest tomogram (2 films); once upon start of IP, plus second upon 
completion of IP. 


CBC (6 specimens); once upon start of IP, 3 times every three weeks 
during IP, twice during CP. 


Hepatic enzymes level (AST, ALT); once upon start of IP. 


Urinalysis ( 4 specimens); once ae start of IP, 3 times every three 
weeks during IP. 


Treatment: IP lasts for two months; isoniazid (200 mg), rifampin (300 mg), 
pyrazinamide (1000 mg) are given daily, streptomycin (1000 mg) 
daily for first month. 

CP lasts four months; isoniazid (200 mg), pape (300 mg) are given 
three times per week. 


Category III (there is no category II): 


Activities: Mantoux tuberculin skin test (0.1 ml of 5 IU PPD tuberculin); once 
upon initial visit. 


Chest x-ray (PA view only, 3 films); once upon initial visit, plus a 
second upon completion of IP, plus a third upon completion of CP. 


Chest tomogram (2 films); once upon start of IP, plus second upon 
completion of IP. 


CBC (5 specimens); once upon start of IP, 3 times every three weeks 
during IP, once upon completion of CP. 7 


Hepatic enzymes level (AST, ALT); once upon start of IP. 


Urinalysis ( 4 specimens); once upon start of IP, 3 times every three 
weeks during IP. 
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Treatment: IP lasts for two months; isoniazid (200 mg), rifampin (300 mg), 
pyrazinamide (1000 mg) are given daily. 
CP lasts two months; isoniazid (200 mg), rifampin (300 mg) are given 
three times per week. 


Screening for TB Disease and Infection: 

Medical evaluation of adults who are close contacts includes chest x-ray and 
bacterioscopy of sputum to rule out current active TB. Isoniazid preventive therapy is 
recommended for adult contacts and is provided for prisoners (isoniazid, 300mg daily for 
one year). 

Medical evaluation of children who are close contacts includes the Mantoux tuberculin 
skin test (0.1 ml of 5 TU PPD tuberculin, injected subcutaneously) and chest x-ray. 
Isoniazid preventive therapy is provided (isoniazid, 300mg daily for two months twice 
per year). 

Reported by: I Khulordava, CDC/Tbilisi. 
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National Immunization Program , 1996 


In May, 1994 the Cabinet of Ministers of the Republic of Georgia confirmed with 
Resolution #316 the State Program of Immunization with the participation of international 
humanitarian organizations and the Ministry of Health of the Republic of Georgia. 

The State Program for 1996 consists of 11 items: 
¢ Expenditures for vaccine transportation; . 

e Expenditures for electric power to refrigerate vaccines; 

¢ Expenditures for using generators in the case of lack of electric power; 

e Salary fund for engaged in vaccine storage and distribution; 

e Expenditures for control; 

¢ Expenditures for printing necessary forms; 
« Quantity and cost of vaccines; 

¢ Quantity and cost of syringes; 

¢ Quantity and cost of visits to physicians; 





60 


Epidemiology Bulletin 


National Immunization Program - Continued 
* Quantity and cost of alcohol and absorbent cotton; 
¢ Quantity and cost of drugs to treat anaphylactic shock. 
Total expenditures amount to US$ 966,292. This includes vaccines and syringes received 
through humanitarian aid, valued at US$ 569,453. 
Keeping all parts of the immunization pipeline regularly supplied with vaccines is a 
significant part of the State Program of Immunization. The supply process starts 
centrally and moves supplies peripherally on a regular basis. The Republican Center for 
Vaccine Receiving and Distribution supplies regional centers with vaccines and other 
immunization materials (syringes, needles, etc.) once a quarter. Regional centers pass 
these supplies to their component town and raion centers once each month, which in tum 
supply the local immunization facilities. 


March, 1996 


1. Expenditures for vaccine transportation, costs shown in lari unless otherwise noted. 


Facility Type 


Republican 
Center (n=1) 


Regional 
Centers 
(n =11) 


Town, Raion 
Centers 
(n=70) 


Total 


Driving Fuel per 
Distance Trip 
per Trip (1) 
(km) 
3,824 765 
5,450 1,090 
28,364 5,680 
37,638 7,535 


Trips Total Fuel 


(l) 


4 3,060 
12 13,080 
12 68,160 
28 84,300 


Amortization expenditures (15%) 


Total sum ( = US$ 29,083) 


Expenditures for | 
Fuel, in Lari 
(0.4 lari = one liter) 


27,264 


33,720 
5,058 
38,778 


2. Details of Expenditures for Vaccines for 1996, costs shown in US$. 


| Vaccine Type 

DTP 

| Polio 
DT 
Td 
Measles 
Mumps 
BCG 

| Total 


Quantity 
424,000 
546,000 
117,000 
144,000 
164,000 
860,000 
995,000 
3,250,000 


Cost per Unit 
$1.90 (10 doses) 
$3.80 (20 doses) 
$1.15 (10 doses) 
$1.80 (10 doses) 
$1.75 (10 doses) 
$1.70 (10 doses) 
$1.53 (20 doses) 





Expenditures, $ | 
80,560 | 
103,740 | 
13,455 : 
25,920 » 
28,700 
146,000 
76,118 

$474,493 


ee 


Vol. 1/No. 3 Epidemiology Bulletin 


National Immunization Program- Continued 
3. Expenditures for syringes, by Vaccine Type 


Vaccine Syringes 













DTP 261,000 
DT 90,000 
Td 75,000 
Measles 66,000 
Mumps 350,000 
BCG 214,000 


Waste 53,000 





Total 1,110,000=$94,960 
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4. Expenditures for electric power, to assure constant electricity supply but excluding 


fuel supplements. 





Facility Refrigerator Refrigerators Total 


type per facility 


Republican room- 

Center (1) refrigerator 
freezer 
refrigerator 


Regional freezer 
Center (11) refregerator 


Town, Raion freezer 
Center (70) refregerator 


Immunization _refregerator 
facility (1500) 


* - | kw/hour of electric power cost 0.025 lari 


Total 962,614.5x0.025=24,065 lari = $19,252 


Electric power 
consumption per 
day 


58 


2.3x5=11.5 
1.4x10=14 


2.3x22=50.6 
1.4x33=46.2 


2.3x70=161 
1.4x140=196 


1.4x1500=2,100 


Electric 
power 
consumption 
per yearx 


21,170 


4,197,500 | 


5,110 


18,469 


16,863, 


58,765 


71,540 | 


766,500 
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5.. Expenditures for generator fuel (in the case of lack of electric power during January, 
February, March, October, November and December ) 









ili Generator Total Fuel Fuel cost Fuel 
Seed consumption per 0.3 lari per 
hour liter per per 6 


day months 


Republican 1 1 10 3 12 2,160 
Center (1) 





Regional 1 11 — 110 33 396 71,280 
Center (11) 


Total 73,440 lari = $55,080 


6. Salary fund for engaged in vaccine storage and distribution 


fee Sa per | 


ili Facilities Statf per Total staff Salary per : 
se eri facility month (lari) year (lan) | 
Republican 1 physician -8 physician -6 40 o 
Center engineer -i engineer - 1 5 

driver -1 driver -1 5 60 
nurse -4 nurse -4 5 60 | 
| Regional 11s physician -1 physician -11 55 ise 
Center nurse -1 nurse “11 55 
technician -7 technician -11 55 B60 
driver - 4 driver -11 55 660 
Town, Raion 70  ~=physician -1 physician -70 350 in | 
Center nurse -14 nurse -70 350 
driver -1 driver -70 350 420 
Immunization 1,500  physictan -1 cee 7,500 $0,000 
tl nurses = f 1, 
bore nurse - 7,500 90,000 | 
1,500 
7 = lan= 
1,582 20 3,265 16,325 lar 195,900 
ae $13,060 





$156,720 
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7. Management / Supervisory Visits 


Action Action Objects Controls 

facility under control quantity per control 
year 

Cold chain Republican 11 Regional 4 

control Center (1) Centers 

Vaccination Republican 70 Raion 1 

control Center (1) Centers 

Cold chain Regional 7 Raion 4 

control Center (11) Centers 

Cold chain Raion center 20 4(1 per 

and (70) quarter) 

vaccination 

control 
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Staff sent for 








8. Expenditures for necessary forms 


10 (forms varieties) x 12 (months) x 1,5000 = 90,000 


0.25 lari x 90,000 = 22,500 lari 
Office expenditure 
Total 


9. Quantity and cost of visits to physicians 
_ Vaccine Quantity 


| DTP + Polio 











261,000 







DT + Polio 90,000 





Td 75,000 






Measles 66,000 






Mumps 350,000 






BCG 3 140,000 





Total 982,000 


= $18,000 
= $1,000 
= $19,000 


Total cost = 0.09 x 982,000 = 88,380 lari - $70,704 





Duration of 
business trip 
(days) 
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10. Quanury and cost of drugs to treat anaphylactic shock | 


Number of immunization sets of drugs Drug cost 
facilities 
20,000 lari = $24,000 


| To00 1,500 


11. Quantity and cost of alcohol and absorbent cotton 


Vaccine Alcohol quantity Alcohol cost, Absorbent Absorbent cotton 
per vaccination, $ cotton quantity cost, $ 
g per vaccination, 


DTP 0.5 . 0.0075 
DT 0.5 0.0075 
Td 0.5 0.0075 
Measles 0.5 0.0075 
Mumps 0.5 0.0075 
BCG ce. a 0.0075 





Total 1,000 kg 15,000 2,000 kg 


Reported by: R Tsiklauri, CDC/Tbilisi. 


Diphtheria Update 


Diphtheria is notifiable in all countries of the European Region. Whenever the 
diagnosis of diphtheria is suspected, local public health officials should be notified 
immediately, because of the public health implications and necessary actions to contain 
the spread of this disease. Contact tracing should begin in the suspected case household 
and can usually be limited to household members and other persons with a history of 
Close contact. Identification of close contacts must be promptly initiated. Management 
of potentially exposed persons is based on individual circumstances, including assessment 
of immunization status and the likelihood of their cooperation in adherence to 
prophylaxis. | 

All suspected, probable and confirmed cases should be reported to the responsible 
local health authorities. Confirmed cases should by classified as indigenous or imported 
(infection acquired abroad). The following case definitions should be used in classifying 
cases: 


>» a suspected case is any case of laryngitis or nasopharyngitis or tonsillitis, 
plus the presence of pseudomembrane 
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» a probable case is any suspected case 
plus any of the following: 
- recent (<2 weeks) contact with a confirmed case 
- diphtheria currently in the area 
- stridor 
- swelling/edema of neck 
- submucosal or skin petechial hemorrhages. 
- toxic circulatory collapse 
- acute renal insufficiency | 
- Iayocarditis and/or motor paralysis, one to six weeks 
after onset of present illness 
- death 
» aconfirmed case is any probable case | 
plus isolation of a toxigenic strain of C. diphtheriae from 
a typical site (nose, throat, skin ulcer, wound, 
ee | | conjunctiva, ear, vagina), or , sO 
“Sta, 4 a fourfold or greater rise in serum antitoxin, but 
— ~ only if both serum samples were obtained before the 
administration of diphtheria toxoid or antitoxin. 


Figure 5. Diphtheria Toxoid Mass Immunization, 1 Dose, 
Progress by Region, March, 1996 
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Figure 6. Unvaccinated Target Population (for Mass Immunization) by Region 
as of 25 March 1996 (n=1,013,349) 
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The immunization campaign to give virtually the whole population below age 60 one 
dose of toxoid vaccine against diphtheria continues to make progress, but very slowly. 
During the last month, only a 2.9% increment in coverage was achieved. As of 25 
March about 30% of the target population is yet unvaccinated (1,013,349), and half of 
these reside in Tbilisi. More than 60% of the main target group who reside in Tbilisi, 
ages 7-60, remain to be vaccinated (485,653). 

It is clear that much work yet remains before we can consider the population protected 
and the vaccination campaign a success. 

Meanwhile, the diphtheria epidemic continues unabated. While 38 cases were 
reported in January, 1995, 45 cases were reported in January 1996. 


Vol. 1/No. 3 Epiderniology Bulletin 


Diphtheria Update - Continued 


Figure 7. Diphtheria Toxoid Mass Immunization, 1 Dose Coverage, 


by Region and Age Group, as of 25 March 1996 
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Reported by: T Dolakidze, Republican SES. 
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The Epidemiology Bulletin is a publication of the Ministry of Health and is 
available in Georgian and English versions from the central office of the Ministry, 
30 Gamsakhurdia Avenue, Tbilisi. 

The data in the monthly Epidemiology Bulletin are provisional, based on reports 
to the Center for Health Statistics and Information of the Department of Public 
Health. The reporting month concludes at the close of business for the calendar 
month. Compiled data are officially released to the public the succeeding month. 
Inquiries about this publication, including material to be considered for publication, 
should be directed to: Editor, Epidemiology Bulletin, Department of Public Health, 
Ministry of Health, 30 Gamsakhurdia Avenue, Tbilisi. 

All material in the Epidemiology Bulletin is in the public domain and may be used 
and reprinted without special permission. Citation as to source, however, is 


appreciated. 
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